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6. Options for patients with ‘unfavourable’ Stage III and Stage IV 
disease and WHO PS 0 or 1.
A comprehensive list of 65 relevant references to current clinical guide-
lines, systematic reviews and primary research was included.
Discussion: We believe that this is an innovative approach to guideline 
development because it not only summarises the research evidence but 
makes clear the additional resource use and risks as well as beneﬁts of 
treatment options. This would enable people to make local decisions 
about best use of their resources or to develop more sophisticated cost 
effectiveness models for their local health services. It will also allow 
those without even the baseline resources to lobby for their provision.
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Background: Lung cancer is the leading cause of cancer mortality in 
Australia. However little is known about patient management of this 
disease in Australia. Previous patterns of care studies showed variabil-
ity in patient management and a signiﬁcant proportion of patients not 
receiving anti-cancer treatment. 
Methods: Lung cancer patients were prospectively identiﬁed from the 
NSW Central Cancer Registry (CCR) from 1 November 2001 to 31 
December 2002. After obtaining patient and/or doctor consent, four 
separate questionnaires were used to collect information on diagnosis, 
staging, referrals and treatment. Factors related to patients not receiving 
treatment were examined using cross-tabulations and logistic regression. 
Results: There were 2931 potentially eligible patients registered by the 
CCR of whom 2126 (76%) consented to participate. The study sample 
comprised 1812 patients (62%) with completed questionnaires. The me-
dian age was 71 years with 66% being male. ECOG performance status 
was rated as good (ECOG 0-2) in 74% of patients. The pathology was 
non-small cell in 71%, small cell in 16% and not conﬁrmed in 13%. 
Eleven percent of patients did not see a lung cancer specialist and 33% 
received no treatment at initial diagnosis. Treatment utilisation rates 
were 17% for surgery, 39% for radiotherapy and 30% for chemothera-
py. Of the patients who did not receive initial treatment, 6% of patients 
refused treatment, 28% were deemed unﬁt for treatment by a surgeon or 
oncologist and 57% were deemed unsuitable for treatment by another 
doctor. Female gender, older age, weight loss and poorer performance 
status were patient factors signiﬁcantly associated with no treatment. 
Patients who did not see a cardiothoracic surgeon or radiation oncolo-
gist and those seeing a clinician who saw <10 lung cancer patients 
during the study period were less likely to have treatment. The median 
survival was 172 days and 2 year crude overall survival was 17%.
Conclusions: A signiﬁcant proportion of patients did not receive treat-
ment for their lung cancer. In most cases this decision was made by a 
doctor not involved in lung cancer treatment and who was not the best 
qualiﬁed to outline the risks and beneﬁts associated with treatment. 
Modifying health care provider behaviour is necessary as a major step 
in improving lung cancer care in NSW.
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Background: In selected cases of bronchogenic carcinoma, sleeve 
lobectomy is a valid alternative to pneumonectomy with the advantage 
of preserving functional lung parenchyma as the reimplanted lobes 
contribute to postoperative lung function. The objective of the present 
study is to evaluate quality of life evolution after sleeve lobectomy and 
pneumonectomy for lung cancer, which has not been studied prospec-
tively until now. 
Methods: A prospective quality of life registration started in 2003 for 
all patients undergoing major pulmonary surgery for malignant lung dis-
ease. The European Organisation for Research and Treatment of Cancer 
(EORTC) Quality of Life Questionnaire-C30 and the lung cancer speciﬁc 
module LC13 were used. Between January 2003 and December 2005, 
10 sleeve lobectomies and 20 pneumonectomies were included. Both 
resections were comparable in population characteristics, surgical access, 
adjuvant treatment and histological diagnosis. Both resections were 
comparable in pTNM classiﬁcation with exception of a signiﬁcant higher 
number of T3N1M0 tumours in the pneumonectomy group (p=0.046). 
Quality of life questionnaires were administered preoperatively and 1, 
3, 6 and 12 months postoperatively (MPO) with response rates of 100%, 
90.0%, 76.7%, 80.0% and 73.3%, respectively. 
Results: Both surgical resections were comparable in pre-operative base-
line quality of life subscale scores. Sleeve lobectomy was characterized 
by a one month temporary decrease in physical and social functioning 
scores after surgery (1MPO p=0.026 and p=0.048, respectively). After 
sleeve lobectomy, quality of life, symptom and pain scores approximated 
baseline pre-operative values one month after surgery. 
Pneumonectomy had a signiﬁcant impact on physical and role function-
ing. In the twelve months follow-up period, there was no return to 
baseline in physical and role functioning (1MPO p=0.001 and p=0.001, 
3MPO p=0.002 and p=0.006, 6MPO p=0.001 and 0.002, 12MPO 
p=0.001 and p=0.011, respectively). Pneumonectomy patients reported 
a signiﬁcant increase in postoperative dyspnea (1MPO p=0.027, 
6MPO p=0.025, 12MPO 0.021), general pain (1MPO p=0.006, 3MPO 
p=0.008, 6MPO p=0.005, 12MPO p=0.036), thoracic pain (6MPO 
p=0.019) and shoulder dysfunction ( 6MPO p=0.04, 12MPO p=0.026), 
not reported after sleeve lobectomy. 
Comparing sleeve lobectomy to pneumonectomy, signiﬁcant differ-
ences in evolution of physical functioning (1MPO p=0.014, 3MPO 
p=0.008, 6MPO p=0.004), role functioning (1MPO p=0.041), cognitive 
functioning (6MPO p=0.005, 12MPO p=0.013) and shoulder dysfunc-
tion (12MPO p=0.049) were reported in favor of sleeve lobectomy. 
Conclusions: The present study prospectively documents quality of 
life evolution proﬁles comparing preoperative status with deﬁcits and 
changes at 1, 3, 6 and 12 months after sleeve lobectomy and pneumo-
nectomy. With exception of a one month temporary decrease in physi-
cal and social functioning, sleeve lobectomy patients return to their 
baseline quality of life in less than one month after surgery. In contrast, 
pneumonectomy patients report a sustained decrease of physical and 
role functioning in the twelve month follow-up period. The high burden 
of dyspnea, general pain, thoracic pain and shoulder dysfunction 
reported after pneumonectomy, is not seen after sleeve lobectomy. In 
patients with anatomically appropriate early-stage lung cancer, sleeve 
lobectomy offers better quality of life than does pneumonectomy.
